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a b s t r a c t
Here we present an interesting and extremely rare case of a 66 year old male who developed a colo-
cutaneous ﬁstula secondary to amoebiasis. The patient presented with an acute history of right lower
abdominal pain, weight loss and a palpable mass. A CT scan demonstrated a ﬂuid ﬁlled cavity in the
right iliac fossa consistent with an appendiceal abscess which was drained under radiological guidance.
However, following drainage his symptoms remained requiring open surgical drainage, and a controlled
caecostomy was performed due to a small caecal perforation. Despite appropriate conservative therapyeywords:
olocutaneous ﬁstula
ppendicular abscess
moebic dysentery
moebiasis
he failed to progress, and developed localised sepsis in the right iliac fossa with a colocutaneous ﬁs-
tula, requiring a formal right hemicolectomy. The histological examination conﬁrmed the presence of
abundant trophozoites of Entamoeba histolytica.
We highlight the fact that in the modern age of immigration and long distance travel, it will become
increasingly likely that the so-called ‘tropical’ diseases will present throughout the world. This case
also highlights the need to keep an open mind in cases that do not progress as expected, and to react
al dev
© 2accordingly to any unusu
. Introduction
Entamoeba histolytica is particularly prevalent in tropical and
ubtropical regions, and is thought to affect 10% of the population,
fwhich90%will be asymptomatic.1 Colonic perforation is awidely
nown complication of the disease, though colonic ﬁstulae are rare.
e report a caseof a colocutaneousﬁstula secondary toamoebiasis,
hich was initially managed as an appendiceal abscess.
. Case presentation
We present an interesting case of a 66 year old gentleman with
history of hypertension. He was otherwise ﬁt and well and had no
revious abdominal surgery. He presented to the surgical depart-
ent with a three week history of worsening right iliac fossa pain,
ore so over the previous week. There was no alteration in his
owel habit, but had lost a stone in weight over the preceding
onth.
On examination he appeared well, afebrile, with normal obser-ations. The abdomen was soft with mild tenderness in the right
liac fossa where a mass was palpable. Per rectal examination
as unremarkable. Initial haematological examination revealedHb
1.6 g/dL, MCV 89fL, WCC 9.9×103/L, urea, electrolytes and liver
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function tests were normal. C-reactive Protein was 199mg/L and
CEA 1.4g/L.
A CT scan revealed a focal ﬂuid collection in the right iliac fossa
measuring 5 cm×5 cm×7 cm (Fig. 1). The appendix was not easily
identiﬁable, but a diagnosis of an appendiceal abscess was made.
This was drained under radiological guidance due to his non-toxic
status and he was discharged 48h later with a drain in situ which
was to be ﬂushed daily.
On review ﬁve days later, his inﬂammatory markers were noted
to be rising and a residual 6 cm×4 cm abscess was identiﬁed on
ultrasound examination. Intravenous Ertapenem was commenced
and he was listed for surgical drainage. Under general anaesthetic
a Lanz incision was made. A large abscess cavity was identiﬁed,
as well as a small perforation noted in a friable caecum, which was
presumed to be the site of the appendicular oriﬁce. A Foley catheter
was inserted and secured to act as a controlled faecal ﬁstula (colo-
cutaneous ﬁstula). Post operatively the patient was commenced on
total parenteral nutritional in order for spontaneous closure of the
colocutaneous ﬁstula.
Two weeks later, the catheter was draining minimal amounts,
and both TPN and antibiotics were ceased. A ﬁstulogram was
performed with 50ml of omnipaque contrast which showed the
contrast to be conﬁned to the lumen of the caecum and ascending
Open access under CC BY-NC-ND license.colon (Fig. 2). The wound had become progressively necrotic, and
this superﬁcial necrosiswas debrided in theatre. Hewasdischarged
home the following day with input from the tissue viability team.
Following a further two weeks of conservative therapy, the
external opening of the colocutaneous ﬁstula was noted to be
cense.
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pFig. 1. CT displaying a 5 cm×7 cm abscess in the right iliac fossa.
nlargingwith further loss of soft tissue causing local sepsis (Fig. 3),
nd a further CT scan revealed the colocutaneous ﬁstula (Fig. 4) and
arked thickening of the anterior abdominal wall consistent with
nfection.
In view of the apparent deterioration locally he underwent a
aparotomy. Intraoperatively, a perforated caecum was noted to be
stulating into the anterior abdominal wall. It was presumed that
caecal malignancy was a strong possibility; however there was
o evidence of metastases. A right hemicolectomy was performed
ollowed by peritoneal lavage and a double barrelled stoma was
ig. 2. Fistulogram showing omnipaque being contained intraluminally with no
eritoneal spillage. No distal obstruction in seen.Fig. 3. Fourweeks followingopendrainageof theabscess throughaLanz incision the
wound had broken down with evidence of necrosis. The wound is seen encompass
the entire right lower quadrant of the abdomen.
formed. Primary anastomosis was adjudged to be unsuitable given
the patients anaemia, low albumin and sepsis. Due to the extent of
contamination of the right side of the abdominal wall, this stoma
was sited in the left iliac fossa. Following colonic resection he made
an uneventful recovery.
Histopathological examination of the caecum revealed active
inﬂammation and ﬂask shaped ulceration of the mucosa associ-
atedwith full thickness necrosis resulting in caecal perforation. The
inﬂammatory exudate and the ulcerating tissue contained abun-
dant trophozoites of E. histolytica (Fig. 5). The bowel mucosa away
from the ulcerated area was unremarkable. On further question-
ing the patient recalled that he had relatively recently (within the
last twelve months) visited Cape Verde and had developed a short
‘Gastroenteritis’ like illness therewhichhad settledwithno speciﬁc
intervention.Hewas commencedonacourseofmetronidazole, and
an ultrasound of his liver excluded the presence of abscesses. Five
months later his wound had fully epithelialised and the stoma has
been successfully reversed.
Fig. 4. CT slice clearly displaying a ﬁstula between the abdominal wall and caecum.
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Eig. 5. Photographs of low and high power of the Haematoxylin & Eosin stained sec-
ions, followed by the Periodic Acid Schiff stained sections. Trophozites are arrowed.
. Discussion
It is estimated that 10%of theworld’s population is infectedwith
1. histolytica, with 90% of those affected being asymptomatic. The
orld Health Organisation suggests that this pathogen is respon-
ible for 70,000 deaths annually,2 and is second only to malaria as
he leading cause of death from a parasitic infection worldwide.3
. histolytica is particularly prevalent in tropical and subtropicalrgery Case Reports 2 (2011) 40–43
regions,4 and the disease is transmitted via the ingestion of cysts,
usually via faecally contaminated food or water.
A variety of diagnostic tests can be utilised in the identiﬁcation
of E. histolytica, and their success rates are dependent on whether
the patient in asymptomatic, or suffering from intestinal or extra-
intestinal disease. In thosewith amoebic colitis, stoolmicroscopy in
less than 60% sensitive and 10–50% speciﬁc. In contrast stool anti-
gen detection (ELISA) is over 95% sensitive and speciﬁc, with other
less accuratemethods available including serumantigen detection,
serum antibody detection, and stool PCR.5
Invasive infection with the protozoan E. histolytica commonly
causes diarrhoea with blood and mucus, abdominal pains and
fever.6 This myriad of symptoms is known as amoebic colitis and
its symptoms can alternate with episodes of constipation, or even
remission. This anaerobic parasite lives in the colon as a harmless
organism, and can lie dormant formany years following exposure.7
What triggers this conversion into an invasive, clinically apparent
disease in currently unknown.8
Intestinal sequelae of the disease include toxic megacolon,
which develops in 0.5% of those suffering from colitis. Colonic
ulceration can also occur, which if left to progress can lead to
visceral perforation as demonstrated in our patient. This compli-
cation has an estimated prevalence of up to 6%9 in those suffering
from amoebiasis. In one Mexican study of 122 amoeba-related
colonic perforations, over 90% were localised to the right colon,
with multiple perforations evident in 74% of cases.10 1 in 3 patients
undergoing a right hemicolectomy in this group died, with a gen-
eral mortality rate of 40% in the entire patient cohort. A Japanese
series11 reports a mortality rate of 92% in those undergoing resec-
tion for colonic perforation, though it must be emphasized that
both these series span 1970s–1990s and signiﬁcant progress has
been made since in diagnostic techniques, surgical techniques and
critical care.
Various surgical approaches have been described in the litera-
ture in the management of perforated amoebic colitis depending
on the degree of peritoneal contamination. Adams et al.12 suggest
that perforation occurs either acutely or as a microperforation, the
latter of which can be treated conservatively. However, surgery
is certainly indicated where there is evidence of gross peritoneal
contamination. Procedures described include resection, diverting
stomata, and primary closure of the perforation. Primary anasto-
mosis is contraindicated in the presence of amoebiasis, even in the
absence of any contamination.13 The authors could only identify
one colocutaneous ﬁstula as a result of amoebic colitis which was
over a quarter of a century ago.14 Gupta describes sigmoid amoe-
biasis with pericolic abscess formation which ruptured externally
causing a spontaneous ﬁstula.
Several other intestinal complications have been described
as a result of E. histolytica. Fistulae, including rectovaginal,
enterohepatic,15 and cholecystocolonic,16 colonic strictures,17 and.
rarely, a granulomatous pseudotumour known as an amoe-
boma can develop, potentially causing large bowel obstruction or
intussusception.18
Extra-intestinal disease commonly involves the liver due to the
portal venous drainage of the colon. Liver abscesses are common,
which can rupture intraperitoneally leading to peritonitis. Hepatic
abscesses can also ﬁstulate superiorly, either into the pleural or
pericardial cavities, depending on which lobe of the liver is mainly
affected.19 Other manifestations of the disease include cerebral
abscesses, genitourinary involvement, and cutaneous disease.4. Conclusion
Whatwas originally thought to be a routine appendiceal abscess
certainly did not follow the expected path to recovery. A factor
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hich made this case a diagnostic challenge was the absence of
iarrhoea. This symptom alone could potentially have resulted in
n earlier diagnosis, either through increased clinical suspicion,
r by the identiﬁcation of trophozoites from a stool sample. It is
ifﬁcult to speculate whether earlier diagnosis could have led to
uccessful conservative management, but we acknowledge that is
possibility.
In themodernageof immigrationand longdistance travel, itwill
ecome increasingly likely that these so-called ‘tropical’ diseases
ill be presenting in the unlikeliest of places. This case highlights
he need to keep an open mind in cases that do not progress as
xpected, and to react accordingly to any unusual developments.
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